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INTRODUCTION 


The Special Edition of the Healthcare Analytics in Navy Medicine is an annual addition to 
each Volume that began in FY 2017 and provides a succinct and contextual overview of nota¬ 
ble changes and implementations over the last fiscal year in Military Health System (MHS)/ 
TRICARE policy, benefits, data, and analytic training offerings. The purpose of the Special 
Edition is to be a useful, but not exhaustive, resource to analysts and decision-makers who use 
MHS data for decision support, especially when providing trend analysis or conducting multi¬ 
year studies. 

The major changes and implementations outlined in the Special Edition will be divided into the 
following categories: Policy and Benefit Changes, Data Changes, and Changes at Point of Care. 
The last section, Highlight on Notable DCS Training Series/Courses will summarize and provide 
statistics on trainings that occurred over FY 2018. Each section will contain a summary table for 
a quick reference and an in-context explanation of selected major changes. 

POLICY AND BENEFIT CHANGES 

There were numerous TRICARE premium, copay, and health plan changes going into effect in FY 
2018 as well as value-based purchasing pilots affecting maternity care and pharmacy. TRICARE 
has also uncapped self-referred Urgent Care benefits for non-Active Duty Service Members (non- 
ADSMs), where they are no longer limited to two-visits per year. TRICARE has also increased 
coverage in various areas including the Medically Necessary Foods Supplemental Health Care 
Program (SHCP) and the Single-Level Lumbar Total Disc Replacement (LTDR) for those with 
Single-Level Lumbar Degenerative Disc Disease (DDD) who have failed conservative treatment. In 
response to the opioid crisis, TRICARE has expanded benefits for opioid treatment, including cover¬ 
age of Medication-Assisted Treatment (MAT) for patients diagnosed with an opioid use disorder. 

DATA CHANGES 

FY 2018 saw major data changes due to National Defense Authorization Act of 2017 (NDAA 2017) 
and the launch of MHS GENESIS in the Puget Sound area. Both NDAA 17 and the regional changes 
from T3 to T17 affected eligibility and enrollment data, which resulted in the creation of new vari¬ 
ables such as Eligibility Group, Enrollment Group, PCM Provider Type, as well as new HCDP 
Codes and retirement of the Alternate Care Value (ACV) field. With respect to MHS GENESIS, 
Cerner has been providing data feeds from the Puget Sound area to the MHS Data Repository 
(MDR), and the MDR team has been working hard to process that data so that it can be made avail¬ 
able on the MDR and in M2. 

CHANGES AT POINT OF CARE 

This section highlights notable changes relating to point of care (Military Treatment Facilities) with 
respect to new facilities, added or reduced capability (e.g., hospital downsizing to clinic), align¬ 
ment within or across organizations, and major structural changes that have occurred and have been 
reported in 2018. Some changes occurred as part of Service operational shifts and alignments while 
other changes reflect directives and initiatives pursuant of NDAA 2017 Section 702. 
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HIGHLIGHTS ON NOTABLE BUMED-SPONSORED EDUCATION AND TRAINING 


Participation statistics (e.g., attendance, student demographics) were collected throughout FY2018 
for classroom and webinar training events. BUMED offered 3 8 different courses, a total of 47 times in 
FY2018. There were 775 classroom attendees who received a total of 1,569 hours of in-person train¬ 
ing. From January through September 2018, BUMED-sponsored Open-to-All webinars attracted 
over 588 participants. There was also a webinar series in FY 2018 dedicated to certain members of 
the MTF Command Suites, and 331 attendees participated in the BUMED Command Suite webinars 
through August 2018. 
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DATA CHANGES 


With the roll-out of MHS GENESIS in the Puget Sound 
area in FY2017 continuing wth Madigan AMC in FY2018, 
there have been substantial efforts made to bring MHS 
GENESIS data into the MHS Data Repository (MDR) 
and MHS Mart (M2) so that it can be used with legacy 
data from the Composite Health Care System (CHCS) 
and the Amed Forces Health Longitudinal Technology 
Application (AHLTA). Additionally, health plan changes 
in NDAA17 resulted in significant variable changes when 

Figure 1. Summary of Select Data Changes 

U 


examining eligibility and enrollment in the Defense 
Enrollment Eligibility Reporting System (DEERS) data, 
which is also appended to most other files in the MDR. 
In addition to new files added, the MDR and M2 transi¬ 
tioned to a capacity services hosting model, which should 
provide better performance, and M2 has also completed 
its upgrade to Business Objects 4.2. Figure 1 summarizes 
the key changes. 


MHS GENESIS 
Roll-out 

MHS GENESIS go live dates: 

• Fairchild AFB-FEB 7 2017 

• NH Oak Harbor-JULY 15, 

2017 

• NH Bremerton - SEPT 23-24, 
2017 

MHS GENESIS go live dates: 

• Madigan AMC-OCT 21, 2017 

MHS GENESIS 

No MHS GENESIS data available 

MHS GENESIS data available on the 

Data 

centrally on MHS systems, only 

MDR, include files: 


through CERNER products (e.g.. 

• Person 


PowerChart, PI-EDW) 

• Provider 

• Location 

• Immunizations 

• Appointments 

• Encounters (line-item) 

• Referrals 

• Admissions 

MHS GENESIS data now is also 
incorporated into MHS Patient 
Satisfaction Surveys: 

• Joint Outpatient Experience 
Survey (JOES) 

• TRICARE Inpatient Satisfaction 
Survey (TRISS) 

MDR/M2 

MDR 

MDR 

Software Updates 

• SAS via Unix/Putty 

• SAS via Unix/Putty 

and migration to 

• SAS Enterprise Guide 

• SAS Enterprise Guide 

Capacity Services 


• Conversion to Enterprise 

Services complete 


M2 

M2 


• SAP Business Objects 3.1 

• SAP Business Objects 4.2 

Enrollee Data 


NDAA Updates Implemented as of 
January 1, 2018 

• No further updates to TRICARE 
Relationship file 

• Collapsing of Healthcare 

Delivery Program Codes 
(HCDPs) into broader categories 

• Addition of Assigned (HCDPs) 

• Creation of eligibility group, 
enrollment group and 
enrollment PCM Type 
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MHS GENESIS 

MHS GENESIS is the name given to the new Department 
of Defense (DoD) Electronic Health Record (EHR), which 
is Cerner’s Millennium EHR platform. MHS GENESIS 
will replace legacy EHR systems whose data are centrally 
collected (e.g., CHCS, AHLTA) as well as decentralized 
systems like Essentris thus enhancing the scope of infor¬ 
mation that can be used for MHS wide operations and 
research. The first Military Treatment Facilities (MTFs) to 
transition from the legacy EHR systems to MHS GENE¬ 
SIS have been in the Pacific Northwest, ranging from a 
small clinic to a large medical center. These MTFs and the 
dates they transitioned to MHS GENESIS include: 

• Fairchild Clinic: 2/18/2017 

• Naval Health Clinic Oak Harbor: 7/14/2017 

• Naval Hospital Bremerton: 9/23/2017 

• Madigan Army Medical Center and McChord Clinic: 
10/21/2017 

The MHS GENESIS transition has been a significant 
endeavor in terms of patient care, administration, and 
data collection. However, this article will only focus on 
the data collection and processing endeavor. The ways in 
which data is collected in MHS GENESIS is quite differ¬ 
ent from CHCS/AHLTA, which has required massive 
programming efforts within the MDR to allow historic 
and new data to be merged for use by analysts at every 
echelon within the MHS. Initial data feeds including the 
reference tables and almost 200 additional tables were 
sent to the MDR starting in September of 2017. Since 
then, the MDR team has been processing weekly files to 
update and append new records to each file. 


MHS GENESIS vs CHCS/AHLTA 

There are certain ways MHS GENESIS data differs in 
its collection from CHCS/AHLTA. One major differ¬ 
ence is that MHS GENESIS uses numeric codes for data 
elements that can only be interpreted using one or more 
of over 100 different reference tables. MHS GENESIS is 
a transactional system with all data updates mainly tied 
to an encounter record. Patients’ and providers’ addresses 
and phone numbers can be updated easily in MHS 
GENESIS at the time of an encounter. However, due 
to this design, MHS GENESIS is not able to create full 
historical reference file to show when every change to the 
data occurred. Furthermore, MHS GENESIS data does 
not include current enrollment information for a patient. 
Another way that MHS GENESIS differs from CHCS is 
that MHS GENESIS does not create an appointment for 
every encounter. When an appointment is made in MHS 
GENESIS, the appointment may be made with a provider 
or with another resource, such as a CT scanner or MRI. 

In many of the clinical data files, patients, providers, and 
care sites are only noted as a code, so the MDR team 
has combined data from a variety of the raw reference 
files from MHS GENESIS to create patient, provider, 
and location look-up tables. These tables can be easily 
merged with other MHS GENESIS files to fill in infor¬ 
mation about the patient, provider, and location of care 
that is most current in MHS GENESIS. The MDR team 
has written business rules for test indicator variables that 
identify test data in these look up files, so test data can be 
removed from clinical files. 

MHS GENESIS Data File Development 

The person, provider, and location files provide current 
MHS GENESIS information for clinical files, while 
files within the MDR, including DEERS longitudinal 
(LVM) files, the Catchment Area Directory (CAD), and 
Master Person Index (MPI) provide this information and 
a patient’s enrollment clinic and provider at the time of 
the care. The clinical files that the MDR has assembled 
include an Appointment file, an Immunization file, and an 
Encounter file, which gives a line item listing of care admin¬ 
istered, like the current TEDNI file. All data dictionaries 
and specifications for completed MHS GENESIS files in 
the MDR’s /mdr/pub/genesis directory are available on 
the health.mil site with the legacy files’ documentation. 
Figure 2 shows the files the MDR team has prepared or is 
planning to prepare from GENESIS data. 
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Figure 2. MDR File Status 


File Name 

Available on 

the MDR 

Aval lablein 

M2 

Person 



Personnel 



Location 



Appointment 


v" 

Schedulable Entity (Calendar] 

Encounter 



Admission 



Radiology 

Laboratory 

Vitals 

Immunization 

Dental 

Referral 


1 

Pharmacy 


Appointment data have already been mapped to existing MHS Genesis (Figure 3). The numbers are still slightly 
data in the MHS Mart (M2). Appointment numbers for different due to the differences between the two EHRs in 

MTFs can be queried seamlessly even though the data terms of appointment creation as described above, 

comes from both the legacy CHCS/AHLTA system and 

Figure 3. M2 Appointment Data 1 



Parent DM IS ID 

FY 

FM 

0125 

0126 

0127 

0128 

0395 



AMC 

MH 

NHCOAK 

AFC-9 2nd 

AF-LS-62nd MED FLT-JBLM- 



MADIG AIM- 

BREMERTON 

HARBOR 

MEDGRP 

MCHORD 



LEWIS 


BIRTHING 

FAIRCHILD 






CTR 



2017 

1 

153,603 

45,790 

17,937 

10,480 

2,678 


2 

156,862 

46,238 

18,072 

9,381 

2,883 


3 

144,635 

40,520 

16,884 

9,652 

2,53 2 


4 

164,490 

45,686 

17,726 

10,212 

3,121 


5 

152,200 

41,800- 

16,472 

9,595 

2,668 


6 

178,969 

50,100 

20,481 

12,137 

3,141 


7 

153,088 

43,879 

16,810 

10,332 

2,789 


a 

166,514 

47,866 

18,350 

10,706 

2,864 


s 

158,849 

45,135 

17,994 

11,632 

3,077 


10 

138,974 

38,741 

19,447 

10,898 

2,415 


11 

167,451 

45,125 

28,219 

13,976 

3,167 


12 

142,270 

46,960 

26,726 

11,858 

2,709 

2018 

1 

134,775 

36,955 

14,185 

6,417 

2,538 


2 

87,155 

29,365 

12 >816 

5,435 

1,743 


3 

78,209 

28,841 

12,022 

5,279 

1,487 


4 

101,715 

30,927 

14,406 

6,257 

1,800 


5 

93,105 

28,583 

13,128 

5,381 

1,609 


6 

110,062 

32,756 

15 >815 

6,224 

1,80 2 


7 

96,191 

29,874 

13,477 

5,641 

1,679 


a 

103,345 

30,893 

14,254 

6,532 

1,79 2 


3 

95,387 

29,938 

13,104 

5,794 

1,918 


Pharmacy data regarding prescriptions dispensed at the 
MHS GENESIS MTFs continues to be available in PDTS 
in the MDR and M2 (Figure 4). However, the numbers 
below show that the linkages between CAPERs and 


PDTS, which provide ordering information about the 
provider and ordering encounter have deteriorated. The 
MDR team is still working on the Pharmacy file for the 
MDR based on the Pharmacy data sent by Cerner. 


1 Madigan’s child sites of Army Health Clinic Presidio of Monterey and the VA DoD/MG Gourley Clinic have not transitioned to MHS GENESIS and so, these 
MTFs’ appointment numbers are not included. 
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Figure 4. PDTS Data from M2 for MHS GENESIS MTFs 


FY FM 

AMC MADIGAN- 

LEWIS 

NH BREMERTON 

NHC OAK HARBOR 

BIRTHING CTR 

AF-C-92nd MEE1GRP- 

FAIRCHILD 


Dispensed 

Ordered 

Dispensed 

Ordered 

Dispensed 

Ordered 

Dispensed 

Ordered 

2017 1 

110/442 

59,500 

39,609 

25,849 

13,275 

9,641 

11,768 

11,768 

2 

110,063 

62,322 

40,664 

26,855 

13,674 

9,878 

11,045 

11,045 

3 

109,647 

61,656 

41,149 

27,276 

13,427 

9,857 

10,714 

10,714 

4 

125,603 

72,983 

46,800 

31,242 

14,930 

10,807 

12,093 

12,093 

5 

106,970 

62,680 

39,926 

25,951 

12/401 

8,757 

9,601 

9,60! 

5 

122,322 

73,465 

46,449 

30,340 

15,736 

11,380 

10,904 

10,904 

7 

110,029 

63,761 

41/432 

26,705 

12,870 

9,172 

10,304 

10,304 

8 

117,742 

69,366 

43,886 

28,725 

14,535 

10,246 

10,726 

10,726 

9 

114,193 

67,914 

42,308 

27,393 

14,308 

10,229 

10,935 

10,935 

10 

104,181 

60,281 

39,350 

24,836 

11,063 

5,976 

9,947 

9,947 

11 

115,242 

67,121 

40,413 

25,964 

11/486 

4,511 

11,019 

11019 

12 

110,724 

65,843 

36,746 

21,776 

11,132 

4,065 

9,004 

9,004 

2018 1 

104/424 

54,059 

34,747 

11/432 

11,248 

2,974 

10,338 

10038 

2 

84,602 

20,784 

32,037 

9,546 

10,505 

2,319 

10,016 

10O16 

3 

89,149 

19,928 

33,088 

8,831 

10,654 

2,118 

8,386 

8,386 

4 

101,550 

17,658 

36,950 

7,033 

11,938 

1,533 

10,921 

10,921 

5 

85,976 

12,837 

32,344 

5,116 

9,833 

996 

9,785 

9,785 

6 

101,245 

10,415 

39,654 

4,712 

11,926 

826 

10,846 

10,846 

7 

90>999 

8,845 

35,221 

3,177 

10,865 

458 

10,458 

10/458 

8 

96,681 

8,172 

37,057 

2,198 

11,341 

254 

11/427 

11/427 

3 

93,774 

6,820 

36,390 

1,78 6 

11,233 

124 

10,851 

10,851 


The Way Ahead 

The MDR team is continuously reviewing MHS GENE¬ 
SIS data and working to refine and develop useful MDR 
files. The current data available on the MDR and in M2 
from GENESIS is not perfect at this time as there are 
still questions about the data. However, the MDR team 
knows there is great interest in the MHS GENESIS data 
and that analysts do want to get familiar with it. While the 
MDR Team does not recommend that this data be used to 
make any business decisions, this data is needed for some 
operational purposes, including sending patient satisfac¬ 
tion surveys. The initial batch of appointment data was 
sent to the contractors who prepare and distribute patient 
satisfaction surveys starting in May 2018 and inpatient 
data was provided to the TRICARE Inpatient Satisfaction 
Surveys (TRISS) team in July 2018. 


While work continues to create MHS GENESIS data 
files within the MDR and to feed this data to M2, Cerner 
does have MHS GENESIS data available in its Business 
Objects data platform, Power Insight Electronic Data 
Warehouse (PI-EDW). Anyone wishing to access this 
data should have a definite need for the data before apply¬ 
ing for access to PI-EDW and training is required. MHS 
GENESIS roll-out will resume in 2019 after additional 
functional decisions are made based on lessons learned 
and user feedback from the initial four MTFs that have 
transitioned. Users should continue to pay close attention 
to MDR and M2 Blasters on new MHS GENESIS data 
availability. 
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Eligibility, Enrollment and NDAA17 Re¬ 
lated Changes in DEERS 

The policy changes in the National Defense Authorization 
Act of 2017 (NDAA17) and the implementation of the 
TRICARE 2017 (T-2017) contracts prompted numerous 
changes in the Defense Enrollment Eligibility Report¬ 
ing System (DEERS) data. The Military Health System 
(MHS) Data Repository (MDR) receives a monthly 
point in time extract (PITE) from DEERS, which is then 
processed and sent to MHS Mart (M2) and made avail¬ 
able to other MHS systems. The PITE feed provides 
information on the relationships covered beneficiaries 
have with the Military Health System (MHS) on the first 
of the month, along with begin and end dates for many of 
the variables in the file. For example, an individual can 
be eligible for MHS benefits but not necessarily enrolled 
in a TRICARE program (e.g. Prime). The replacement of 
TRICARE Standard with TRICARE Select, as outlined in 
the policy section, resulted in changes to DEERS Health¬ 
care Delivery Program Codes (HCDPs) and the addition 
of new variables such as the Eligibility Group, Enrollment 
Group, and Enrollment PCM Type, available January 1, 
2018. Also, as of January 1, 2018 the Alternate Care Value 
(ACV) field was discontinued, it was announced that the 
ACV Group would also be discontinued in 2019 and the 
T-2017 contract region codes were made available. 


Managed Care Support Contractor (MCSC) and 
T-2017 Region Changes 

While enrollment or empanelment is also tracked in 
CHCS, DEERS data represents the legal status for all 
beneficiaries. During MDR processing, the last six months 
of DEERS data are processed every month so that late 
arriving information about an individual can be applied to 
previous month’s data- this is especially important with 
birth and death information, which is virtually always 
reported after-the-fact. Enrollment changes are also 
commonly reported retroactively. This process is also 
particularly important during regional transitions or when 
there are changes to HCDP codes because the changes are 
often being made during the time that DEERS is prepar¬ 
ing the extract for the MHS and it sometimes take a few 
months for all the changes to be completed. In December 
2017 all TRICARE beneficiaries were disenrolled from 
existing HCDP and region codes and then re-enrolled or 
reassigned on January 1, 2018 to new HCDP and region 
codes. Changes to HCDPs included the discontinuation 
of TRICARE Standard, the implementation of TRICARE 
Select, and the collapsing of the remaining legacy HCDPs 
into new HCDP categories where each value represents a 
unique TRICARE benefit (Figure 5). 


Figure 5. Example of Legacy to New Healthcare Delivery Program Codes (HCDP) Mapping 


Legacy 

HCDP 

HCDP Description 

New 

HCDP 

New HCDP 
Description 

110 

Prime/De a'gn ate d Provider, [nd C\g for Survivors of AD Sponsors 



111 

Pr ime/De a'gn ate d Provider, Farm Cvg for Survivors of AD Sponsors 



116 

Pr ime/De a'gn ate d Provider, find Cvg for Retire d and Medal of Honor Spons/Farm 


Prime/Designated 
Provider Retired 

117 

Pr ime/De a'gn ate d Provider, Farm Q/gfor Retired and Medal of HonorSpons/Farri 

315 

136 

Prime/De agnate d Provider, Ind Cvg for Survivors of Grd/Res Deceased Sponsors 

Sponsors and 

137 

Pr ime/De a'gn ate d P rovide r, F a m Cvg f o r Su rvivors of G r d/Re s De ce ase d S p o nso rs 


Family Members 

160 

Pr ime/De a'gn ate d Provider, ind Cvg for Medically Retired Sponsors and Farm 



161 

Pr ime/De a'gn ate d Provider, Farm Cvg for Medically Retired Sponsors and Farm 
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The required changes were not completed by the January 
1, 2018, resulting in incomplete data being provided in 
the January feed. Due to quality issues, the first publica¬ 
tion of January data was never released. For TRICARE 
Prime and Select enrollees, there was about a 20 percent 
difference between the initial release of the January 


first of the month snapshot data and the first walkback 
(Figure 6). These types of changes are most impactful 
when systematic changes are made but are also important 
every month where retroactive changes routinely occur, 
but on a smaller scale, especially at sites with large birth¬ 
ing centers. 


Figure 6. TRICARE Prime and Select Enrollees, Initial Release and First Walkback 


TRICARE Prime and Select January 2018 Enrollment Data 


5,000,'ODD 
4,5m,™ 
4,000,000 
3,500,000 
3,000,000 
2,500,000 
2,000,000 
1,500,000 
1,000,000 
500,000 
0 



Initial R elease (Prim e) Initial R eiease (Select) F rst W aik back (P rime) F rst Walk back (Select) 


The MDR applies DEERS eligibility and enrollment data 
(as of the date of care) to all other data types, so that an 
individual’s status is consistent across data, whether an 
analyst is using direct or purchased care information. As 
a result, the changes and data updates described herein 
apply not only to DEERS data, but also to nearly all types 
of data processing in the MDR. 


Highlights of Enrollment and Eligibility Field Changes 

MDR DEERS data now includes three new fields that 
relate to eligibility and enrollment that are populated for 
January 1, 2018 and later. Eligibility Group is a new field 
that describes the basic program through which a benefi¬ 
ciary has access to TRICARE (Figure 7). 


Figure 7. Eligibility Group (FY2018, FM 7) 


Eligibility 

Group 

Eligibility Group Description 

Cora merit 

Beneficiary 

Count 

D 

Direct Care Only 

No access to TRICARE 

388,358 

E 

Entitled, Non-TRICARE for Life 

Select/Prime/Plus 

6,291,006 

L 

TRICARE for Life 

Medicare Wraparound 

2,325/447 

R 

TRiCARE Retiree Reserve Select 

Retired Guard/Reserve Program 

646 

S 

TRICARE Reserve Select 

Guand/Reserve Program 

379,748 

Y 

TRICARE Young Adult 

Family Members up to age of 26 

34,056 

Z 

None 

No program 

35,959 
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The 37,000 beneficiaries who are listed with an eligibility 
group of “Z” appear to have problems in the raw data with 
their assigned HCDP code. 

‘Enrollment Group’ was introduced in 2018 to identify 
TRICARE enrollees. Enrollment Group can be used to 
distinguish between TRICARE Prime, Plus, and the new 
TRICARE Select programs as well as beneficiaries who 
in Designated Provider or have only the Direct Care bene¬ 
fit (Figure 8). 


Figure 8. Enrollment Group (FY2018, FM 7) 


Enrollment 

Group 

Enrollment G roup Descri ptlon 

Benefldaiy 

Count 

D 

Direct Care Only 

383,358 

L 

TRIG^RE Plus 

2:16,573 

P 

TRICARE Prime 

4,482,695 

S 

TRICARE Select 

2,143,978 

U 

Designated Provider 

150,718 

z 

No Enrollment Program 

2,072,898 


The Enrollment Group replaces the legacy ACV and ACV 
Group. In ACV Group, the value “Prime” did not include 
Navy Operational Forces, but in the Enrollment Group of 
‘P’, Prime does include Navy Operational Forces. Figure 
9 provides information about how to compare legacy and 
new enrollment data. 

In addition to being assigned a HCDP code upon enroll¬ 
ment, TRICARE Prime, Plus and Designated Provider 
enrollees are also assigned a Primary Care Manager 
(PCM). If a PCM is assigned to an MTF, then the Enroll¬ 
ment Site for that individual will be that MTF. Otherwise, 
the enrollment site will represent the region in which a 
beneficiary’s civilian healthcare provider works. 


Figure 9. TRICARE Programs - Mapping from Pre and Post 2018 Enrollment Data 


P log ra ni/Category 


< CY201& 

CY 2018+ 

Prime 

Without Ops 
Forces 

ACV Group = Prime 

Enrollment Group = P and 

Enrollment PCM Typeo 0 

Prime 

With Ops 
Forces 

ACV Group=Prime or 
ACV = Q 

Enrollment Group = P 

Plus 


ACV Group = Plus 

Enrollment Group = L 

Designated Provider 


ACV Group = Design 
Prov 

Enrollment Group = U 

TRICARE Reserve Select 


ACV=R 

Eligibility Group =5 

TRICARE Retiree 

Reserve Select 


ACV=V 

Eligibility Group = R 

TRICARE Young Adult 


HCDP- 422-432 

Eligibility Group - Y 

Unenrolled Active Duty 


ACV=M 

Bencat Common=4and Enrollment 
Groupo P and Enrollment PCM 
type<>0., M 


Enrollment Group can be used with Enrollment PCM Type 
to determine the affiliation of the primary care manager. 
This is an easy way to split MTF and civilian Prime, to 
identify TRICARE Prime Remote enrollees, or to exclude 
operational forces for consistency between periods where 
ACV Group and Enrollment Group are combined. See 
Figure 10 for a breakout of TRICARE Prime by Enroll¬ 
ment PCM Type. 


Figure 10. Enrollment PCM Type for TRICARE Prime 
(FY 2018, FM 7) 


Enrollment 
PCM Type 

Enrollment PCM Type 
Description 

Beneficiary 

Count 

c 

Network PCM 

960,092 

M 

MTF PCM 

8,173,172 

N 

No PCM 

67,511 

O 

OP Forces 

145,230 

R 

TRICARE Prime Remote 

136,690 
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CHANGES AT POINT OF CARE/GEOGRAPHY 


This section highlights notable changes relating to point 
of care (Military Treatment Facilities) with respect to 
new facilities, added or reduced capability (e.g., hospital 
downsizing to clinic), alignment within or across organi¬ 
zations, and major structural changes that have occurred 
and have been reported in 2018. Information on these 
changes comes from multiple sources, including: 1) the 
Defense Medical Information System Identifier (DMIS 
ID) table; 2) Information provided by DHA; 3) Infor¬ 
mation provided by the Services; and 4) Information 
contained in officially released memo’s. Some changes 


occurred as part of Service operational shifts and align¬ 
ments while other changes reflect directives and initiatives 
pursuant ofNDAA2017 Section 702. 

Military Treatment Facilities Changes 

A comparison of the September 2017 and September 
2018 DMIS ID tables reveals a number of military treat¬ 
ment facility (supply-side) changes. There were 231 new 
DMIS IDs that appeared in 2018 which vary by facility 
type. There were thirteen clinic and T-Hospital designa¬ 
tion changes (Figure 11). 


Figure 11 . New Military Treatment Facilities in FY2018 


New DMIS IDs 


231 New DMIS IDs appeared in 2013 

Fad lity Type 

Clink and T-Hospital Designations 

tt 

196 R5VCLN 


DMIS ID 

Fad lity Type 

Facility Name 

Service 

* 

11 LN-CLN 


5331 

CLINIC 

ERS-AF-AUDUBON SURG CNTR-CIV 

F 

• 

6 PACFLT 


5575 

EC-CLN 

AREC-48th OG CLN-LAKENHEATM 

F 

tt 

5 CLINIC 


6039 

CLINIC 

SULLIVAN MEMORIAL BDC-BENNING 

A 


4T-HOSP 


6082 

CLINIC 

SCMH BUTTS AIR FI ELD-CARS ON 

A 

tt 

3 CB-CLN 


6086 

CLINIC 

MOBILE FORCE GENERATION-MCCOY 

A 

tt 

2 ER5CIV 


6126 

CB-CLN 

CBMH WEST EL PASO-BLISS 

A 

tt 

1 ADMIN 


6127 

CB-CLN 

CBMH WILLIAMSBURG-EUSTIS 

A 

tt 

1 FRHI 


6128 

CB-CLN 

CB M H AUG USTA-GO R D 0 N 

A 

tt 

x i _ I—* i n 

i pr_n m 


6159 

CLINIC 

BH ADDICTIVE MED IOP-CARSON 

A 


± CL LLIil 

1 pi TFnR 


7476 

T-HOSP 

PACO M THEATER 

A 


1 rLI rUr\ 


7477 

T-HOSP 

T0E-ARMYL0C6 

A 




7478 

T-HOSP 

TO E-ARMYLOC7 

A 




7479 

T-HOSP 

TOE-ARMYLOCB 

A 


Expanded Facilities and/or Services 

Five new Army clinics began operating as TRICARE 
enrollment sites in 2018, Figure 12. In addition, 15 DMIS 


IDs went from an INACTIVE status to an active status; 
1 ADMIN DMIS ID went to CLINIC status; and 5 ADMIN 
DMIS ID’s went to RCARRC facility type status. 


Figure 12. New Clinics Operating as TRICARE Enrollment Sites in 2018 


C 1 1 nics t h at B eg a n E nro 11 i ng i n 2015 


* TMC-Camp GRAYL1N G, DMIS ID 1257 

* 5CMH BUTTS AIRFIELD-CARS ON, DMIS ID 6062 

* CBM HI WEST EL PASO-BLISS, DMIS ID 6126 

* CBM HI WILLIAMSBURG-EUSTIS, DMIS ID 6127 

* C BM H AU G USTA-GO R DO N, D M IS I D 6126 
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Reduced Capabilities within Facilities 

Within several MTFs there were changes that occurred 
in 2018 that reduced capability in terms of either, 1) No 


longer acting as TRICARE enrollment sites; 2) Downsiz¬ 
ing from hospital to a clinic; or 3) Moving to an inactive 
status. Figure 13 summarizes these facility changes. 


Figure 13: Facilities that had reduced capability in 2018 


Ceased Acting as a TRICARE Enrollment Site 


Change 

Two DM IS IDs stopped acting as TRICAR E 
enrollment sites In 2018 that were active 
enrollment sites in 2017. _ 

Change 

1 hospital downsized to a clinic. 


DMISID 

0545 O HC EDGE WOOD ARS 

1489 SCMH 555 EN/17 FIB-MAMC JBLM 


Downsizing 


DMISID 

0053 AF-H-366th MED GRP-MT HOME 


Change to Inactive 


Change 

39 DM15 IDs changed to Inactive Status. Of these, 24 were PACFLT, 6 were AFLOAT, 5 were ER5CIV, 3 
were DENTAL, and 1 was FLTFOR. Note that DM IS IDs switching to inactive status also change name 
(a leading "lA-" is added), branch of Service (to I}, and DHP Code (to blank), among other changes. 


that will bring MTFs under DHA oversight per Section 
702 of the National Defense Authorization Act (NDAA) 
of 2017. The facilities that will fall under DHA oversight 
as of 01 October 2018, either as a continuation of a previ¬ 
ous realignment (Walter Reed, Fort Belvoir) or as part of 
the new realignments are displayed in Figure 14. 


Figure 14. Initial Facilities Moving to DHA Oversight in October 2018 


DM IS Parent ID 

MTF CHILD 

DMISID 

DM IS Facility Name 

Facil ity Type 
Code 

0067 

0067 

WALTER REED NATL MIL MED CNTR 

HOSP 

0123 

0123 

FT BELVOIR COMM UNITY HOSP-FBCH 

HOSP 


0256 

DlLORENZO HEALTH CLINIC 

CLINIC 


6200 

FAIRFAX HEALTH CENTER 

CB-CLN 


6201 

DUMFRIES HEALTH CENTER 

CB-CLN 

mm 

0089 

AMC WQMACK-B RAGG 

HOSP 


0570 

BRAGG CLIN 1C 

CLINIC 


0576 

O HC NSG OFF-SUNNY POINT 

OH-CLN 


6034 

TROOP & FAMILY MEDCL-BRAGG 

CLINIC 


6072 

WAMC-VA FAY REHAB CUNIC-BRAGG 

VADOD 


6105 

CBMH FAYETTEVILLE-B RAGG 

CB-CLN 


6106 

CBMH HOPE MILLS-BRAGG 

CB-CLN 


6107 

CBMH LINDEN OAKS-BRAGG 

CB-CLN 


6178 

EBH EAST BRAGG CLINICBRAGG 

EBH 


6179 

EBH WEST BRAGG CLINIC BRAGG 

EBH 


6228 

N ICO E-INTREPID SPIRIT-BRAGG 

NICOE 


7143 

ROBINSON CLINIC BRAGG 

CLINIC 


7286 

JOELCLINIC-BRAGG 

CLINIC 


7294 

CLARK CLINIC-B RAGG 

CLINIC 

0073 

0073 

AF-MC-Slst MEDGRP-KEESLER 

HOSP 

0090 

0090 

AF-C-4th MEDGRP-SJ 

CLINIC 

0356 

0356 

AF-C-628th MEDGRP-CHARLESTON 

CLINIC 

0039 

0039 

NH JACKSONVILLE 

HOSP 


0266 

NBHC NAS JACKSONVILLE 

CLINIC 


0275 

NBHC ALBANY 

CLINIC 


0337 

NBHC KINGS BAY 

CLINIC 


0405 

NBHC MAY PORT 

CLINIC 


0517 

NBHC KEY WEST 

CLINIC 


Change in MTF Oversight to DHA from 
Services 

Five new parent facilities, including nineteen child facili¬ 
ties, will fall under DHA oversight as of 01 October 2018, 
representing the start of Phase One of a four-Phase activity 
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The transitions phases for facilities in subsequent years 
are scheduled as follows: 

• Additional Phase 2 East Region facilities will phase 
under DHANLT 01 October 2019. 

• Phase 3 West Region facilities will transition under 
DHANLT 01 October 2020. 

• Phase 4 Outside US facilities will transition under 
DHANLT 01 October 2021. 

Conversion from CHCS to MHS Genesis 

MHS conversion from CHCS to MHS Genesis began in 
the Puget Sound Area with four MTLs. When MHS Gene¬ 
sis came online at these facilities, all CHCS and AHLTA 
based data and reporting stopped for these facilities. 
Subsequently, post MHS Genesis conversion, no CHCS 
or AHLTA based data are contained in the MDR or M2 for 
the impacted parent MTLs. Non-local child MTLs did not 
transition (Monterey clinic and MG Gourley clinic). The 
transition dates by Parent MTL were: 

• Lairchild: 18 Lebruary 2017 

• Oak Harbor: 14 July 2017 


• Bremerton: 23 September 2017 

• Madigan/McChord: 21 October 2017 

Though CHCS feeds to the MDR and subsequently 
the M2 ceased with MHS Genesis transition, data have 
begun flowing from MHS Genesis. Currently available 
MHS Genesis based data files include: Person; Personnel; 
Location; Immunization; Appointments, Encounters and 
Referrals. Many more MHS Genesis data flows are forth¬ 
coming. Within MHS Genesis, the Nurse Unit Location 
Code (NULC) is used to identify facilities and locations 
within them. The DMIS ID code is imbedded in the NULC 
for all IOC sites except Lairchild. The MDR appends a 
DMIS ID variable during processing so that DMIS IDs 
continue to be available to users of the MDR and all other 
downstream systems, regardless of the source of the data. 

The next round of sites to implement MHS GENESIS 
will include Naval Air Station Lemoore, Travis Air Lorce 
Base, Army Medical Health Clinic Presidio of Monterey 
and Mountain Home Air Lorce Base. The timing has yet 
to be announced. 


HIGHLIGHTS ON NOTABLE BUMED-SPONSORED EDUCATION AND TRAINING 


Education and training participation statistics (e.g., 
number of events, attendance, student demographics) 
were collected throughout LY 2018 for classroom and 
webinar training events. BUMED offered 38 different 
courses, a total of 47 times in FY 2018. There were 775 
classroom attendees who received a total of 1,569 hours 
of in-person training. From January through August 2018, 
BUMED-sponsored Open-to-All webinars attracted over 
588 participants. BUMED Command suite webinar, which 
were expanded to include additional command suite posi¬ 
tions and department’s attendance for 2018, reached 331 
command suite participants through August 2018. 

Continuing to Improve Educational Op¬ 
portunities in FY 2018 

Our Education and Training program continues to evolve 
with some notable expansions and changes in FY 2018. 
As Navy Medicine’s leadership has focused on the chal¬ 
lenges of managing a complex and changing mission 
focus and environment, the use of analytics to identify 


and address policy and process recommendations has 
become increasingly important. Our vision for the practice 
of analytics is a shared space between analysts, managers, 
and leadership, reflecting a learning organization that is 
flexible enough to identify new opportunities and solve 
current complex problems, but durable enough to provide 
sustained foundational analytics training for long term 
continuing education. 

BUMED Education and Training Offered 
in FY 2018 

Continuing to build on expanded class offerings and 
availability to increase access and awareness among the 
BUMED community, a number of in-person classroom 
training and webinar series opportunities were offered in 
FY 2018. In addition this year we added a new platform to 
deliver training: Podcasts. In this section, we have high¬ 
lighted some of these training opportunities. 
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Foundations Training in the Practice of Analytics 

A catalog of Foundations courses has been developed 
and maintained, and courses selected and taught in vari¬ 
ous training events throughout FY 2018. These classroom 
courses help meet the need of BUMED’s vision to increase 
effectiveness and speed of decision-making. The courses 
are cataloged by topic area including, Military Health 
System Data, Data in Context, the Discipline and Prac¬ 
tice of Analytics, Methods, Terminology and Concepts, 
Support Resources, Healthcare Financing, and Critical 
Thinking and Decision Making. Participation in courses 
offered under a particular topic can provide the opportu¬ 
nity for attendees to develop specialized knowledge and 
competence in those areas. 

Distance Learning Webinars in Applied Analytics 

Two webinar series in Applied Analytics were offered, 
and each were structured in two tracks, 1) the Open-to-All 
track, and 2) the Navy Medicine Command Suite Track 
which was targeted for portions of leadership. As Navy 
Medicine wishes to strengthen communications within its 
workforce and foster solutions from the deck plate, each 
topic was first presented in the “Open-to-All” track, and 
was then presented again approximately 2 weeks later in 
the “Command Suite” track. Invitees to the Command 
Suite track presentations were encouraged to exercise 
their leadership roles and encourage others at their facil¬ 
ity to attend the preceding “Open-to-All” track sessions. 
Subsequent dialogue on the topic within their Command 
was encouraged. 

Each track had topics presented within two series, Qual¬ 
ity, Safety and Access and Populations in Healthcare 
Systems Performance. 

• Quality, Safety and Access Series 

This series supports the Navy transition to a high 
reliability organization (HRO) by facilitating multi¬ 
disciplinary staff learning about quality, safety, and 
access topic areas from both an MHS perspective and 
a broader, national perspective. Moreover, this series 
serves as a formal knowledge-sharing mechanism to 
further staff knowledge of the utility of analytic tools 
and techniques to support performance improvement 
efforts. The topics in this series are presented in 
a manner that facilitates the critical evaluation of 
issues related to each topic. Each presenter defines 
the issue, addresses whether and how the issue 
can be measured and evaluated, discusses how to 


interpret information about the issue, and provides 
tips on making and evaluating a decision given the 
information. 

• Populations and Healthcare Systems Performance 
Series 

This webinar series presents topics that address a 
variety of healthcare issues for our diverse benefi¬ 
ciary population. This year this series additionally 
has identified topics which map to the four areas of 
the MHS Quadruple Aim: Readiness, Lower Costs, 
Better Health and Better Care. Presenters address 
these topics in relation to the NDAA and analytics. 
Emphasis is placed on understanding issues and us¬ 
ing frameworks for examining system performance 
and process improvement opportunities at multiple 
levels of the organization. 

MDR Users Group Webinar Series 

This series, which is cosponsored by DHA and BUMED, 
provides ongoing training and creates a space to facili¬ 
tate communication between MDR users. The MHS Data 
Repository (MDR) holds worldwide MHS data and is the 
source of the data for the M2 (MHS MART). The MDR 
data are accessible via the SAS programming language, 
and this functionality allows for greater freedom of data 
manipulation than the M2. 

Podcasts 

Podcasts represent another unique vector in the spec¬ 
trum of education and training support that BUMED 
provides for analysts and leadership. In FY 2018 we 
offered thoughtfully identified topics to focus on for eight 
recorded podcasts. The podcasts each had a knowledge¬ 
able host and featured analyst and stakeholder discussions 
to provide an interactive platform to discuss insights, 
thoughts, questions and answers addressing a real analyti¬ 
cal problem. 

Training Event Summary Statistics 

Participation statistics (e.g., attendance, student demo¬ 
graphics) were collected throughout FY 2018 for 
classroom and webinar training events. Attendance levels 
for Podcasts were not trackable. The statistics in this 
section include Foundations and M2 Analytics sessions. 

Classroom Training 

BUMED offered 38 different courses, a total of 47 times, 
in FY 2018. As shown in Figure 15, there were 775 
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attendees who received a total of 1,569 hours of training. 
The most popular class, by attendance, was The Decision 
Making Process, with 64 attendees total. The course with 


the highest average attendance was Communicating with 
Analysts with 43 attendees on average per time it was 
offered. 


Figure 15. BUMED Classroom Training, by Course, in FY2018 


Course Prefix 

Course 

Number of 

Occurrences 

Total Class 
Attendance* 

Hours of 
Instruction 

Military Health System Data 



MHSDATA-010 

Military Health System Data 
Overview 

0 



MHSDATA-010.1 

Military Health Systems Data 

High Level Overview 

2 

25 

37.5 

MHSDATA-010.2 

Military Health Systems Data 

Deep Dive 

2 

52 

130 

MHSDATA-020 

MHS Data Not in M2 

0 



MHSDATA-030 

Primary Care Workload 

1 

25 

50 

MHSDATA-040 

DMLSS System Overview 

0 



Data in Context 



DATAIC-010 

Data in Context: MTF Referrals and 

Access to Care 

2 

38 

76 

DATAIC-020 

Data in Context: The Emergency 
Department 

1 

15 

56.25 

The Discipline and Practice of Analytics 



PRAC-010 

The Analytics Process 

4 

27 

101.25 

PRAC-020 

The Analytics Process for Leaders 

2 

19 

38 

PRAC-030 

Using M2 and the Practice of 
Analytics 

1 

38 

57 

PRAC-040 

Managing Data to Preserve Quality 

2 

24 

90 

PRAC-050 

Communicating with Analysts 

1 

43 

43 

PRAC-060 

Data Visualization 

1 

15 

56.25 

PRAC-060.1 

Introduction to Data Visualization 

0 



Methods 



METH-010 

Qualitative Methods 

2 

24 

78 

METH-010.1 

Introduction to Qualitative 

Methods 

0 



METH-020 

Using Rates in Analysis 

1 

39 

78 

METH-030 

Cost Analysis Considerations 

1 

31 

62 

METH-040 

Measuring Workload 

0 



METH-050 

Decomposition Analysis 

1 

18 

36 

METH-060 

Defining Cohorts 

1 

26 

52 

Terminology and Concepts 



TERM-010 

Common Healthcare Terminology 

1 

20 

60 

TERM-020 

MHS Geospatial Proximity Concepts 

2 

22 

76.5 

Support Resources 



RES-010 

Survey of Available Resources 

1 

25 

50 

RES-020 

Corporate Reports 

1 

25 

31.25 

Healthcare Financing 



HCF-010 

Overview and Government Payers 

0 



HCF-020 

Commercial Health Insurance 

0 



HCF-030 

Health Care Rate Setting 

0 



HCF-040 

Provider Reimbursement 

0 



HCF-050 

Alternative Payment Models 

0 



Critical Thinking and Decision Making 



CRITDM-010 

Critical Thinking 

1 

32 

120 

CRITDM-010.01 

Principles of Critical Thinking 

0 



CRITDM-020 

The Decision-Making Process 

3 

64 

128 

CRITDM-030 

Analysis Caveats and Credibility of 
Information 

1 

16 

16 

CRITDM-040 

Balancing Decision-Making in a 

World Where Multiple Criteria 

Matter 

1 

19 

19 

CRITDM-050 

Forecasting and Post Implementa¬ 
tion Audit 

0 



CRITDM-060 

Role of Analytics in Management 

1 

26 

26 


*One student attend¬ 
ing multiple classes 
is counted multiple 
times, once for each 
class attended. 
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As described earlier, BUMED training efforts target 
both analysts (those primarily responsible for their own 
work) and managers/leaders (those responsible for super¬ 
vising others). Figure 16 presents the relative reach of 
classroom training to both of these demographics (plus 
contractors). In the Figure, “Students” refers to individ¬ 
ual persons, no matter how many classes they attended, 
while “Classes Attended” refers to how many seats were 
filled across all of the classes. So, a person who attended 
two classes would count as one “Student” with two 


“Classes Attended.” As presented in Figure 16, BUMED 
was successful at reaching both managers and analysts: 
managers represented about half as many students, took 
about half as many classes, and received less than one- 
half the instruction time that analysts did. Contractors 
were limited to participating in just those classes deal¬ 
ing directly with MHS data issues and understanding; this 
explains why they attended fewer classes and received 
fewer hours of instruction than analysts or managers. 


Figure 16. BUMED FY2017 Classroom Training, by Staff Type 



Students Classes Attended Hours of Instruction 

■ Analyst ■ Contractor I Manager 


Another insight into classroom training reach is obtained 
by the civil service/military personnel makeup of the 
classes, presented in Figure 17. As shown in the Figure, 
it is clear that BUMED’s classroom training provides 
a valuable training modality for civil servants. While 


military staff also accessed training, it was in relatively 
small proportions compared to civil servants: less than 1:2 
in terms of students, and roughly 1:3 in terms of classes 
attended and hours of instruction. 


Figure 17. BUMED FY 2018 Classroom Training, by Student Affiliation 



Students Classes Attended Hours of Instruction 

D Civil Service ■ Contractor ■ Military 
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Focusing strictly on Civil Service, to understand who in 
this subgroup is being reached, Figure 18 provides a view 
of the Government Service (GS) series of those attend¬ 
ees. Other than the two most represented series (GS-0671 


and GS-0343), other individual series have been grouped 
together. By far, the GS series most reached was GS-0671, 
Health System Specialists, with over one-third of all students 
and roughly one-half of all class attendees and hours. 


Figure 18. Civilian Attendees by GS-Series 


GS Series Group 

Students 

Classes 

Attended 

Hours 

Health System Specialist (GS-0671) 

32 

241 

521 

Management Program Analyst (GS-0343) 

10 

38 

105 

General Admin (GS-0301) 

2 

15 

25 

General Medical Science (GS-0601) 

5 

21 

34 

Other 

32 

193 

387 

Total 

81 

508 

1072 


Foundations classroom training was offered over 5 differ¬ 
ent venues: at the Defense Health Headquarters (DHHQ); 
Navy Medicine East (NMC Portsmouth); Navy Medicine 
West (NH Camp Pendleton), for the Financial and Mate¬ 
riel Management Training Courses (FMMTC) events; and 
the TRICARE Financial Management Executive Program 
(TFMEP). Figure 19 shows the number of contact hours 
delivered at each of these venues. 

Figure 19. BUM ED Classroom Training, by Venue, 
in FY 2018 


The attendance by venue is presented in Figure 20. It 
is interesting that the NH Camp Pendleton training had 
both the fewest students, and the most classes attended 
and hours of instruction. One contributing factor is that 
the NH Camp Pendleton students were from a wider area 
and were therefore committed to the training that was 
being provided, while most DHHQ and NMC Portsmouth 
students work locally to the training venue, so were more 
likely to attend only those classes of high interest. 


Course Prefix 

Hours 

DHHQ 

30.25 

NMC Portsmouth 

29 

NH Camp 

Pendleton 

33.25 

FMMTC 

14 

TFMEP 

9 


Figure 20. BUMED FY2016 Classroom Training, by Training Venue 



Students Classes Attended Hours of Instruction 

■ DHHQ ■Portsmouth ■ San Diego 
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Distance Learning Webinars 

Open-to-All Sessions 

From January through August 2018, BUMED-sponsored 
Open-to-All webinars attracted over 588 participants: 

• 115 Military; 

•331 Civil Service; 

• 139 Contractors; and 

• Three (3) participants of unknown status. 

Figure 21. BUM ED Open Session Attendance, by Topic and Participant Affiliation 

120 



DaD and VA Ri; □ d in u u V-alue In Health Reducing the N DAA I m poet on Better HealLh: A pplyi ng Q ual rty Cate ■Studies: 
Inter-agency Care: Laying the Coat of Care: Qua lily and In novations to Im prove me nt Uaing Patient 

Collaboration Fbundalians for Analytics for Access Complement Modebin Navy Expertsnee Data 

health Sy a ton Improving Value Electronic Medicine/D HA to Solve 

Transformation in Health Care Health Record Problems and 

Data Improve Care 

■ Military HCivi Service Contractor ■UNKPJOWN 


Contractor webinar support staff were also in attendance 
to support webinar functions, but are not included in the 
participant counts. 

Figure 21 presents graphically the participation at each 
topic, by participant affiliation (Military, Civil Service, 
and Contractor.) 


According to Figure 21, the topics and total attendance 

was as follows: 

• DoD and VA Interagency (60 participants); 

• Readiness (96 participants); 

• Value in Health Care: Laying the Foundations for 
Health System Transformation (91 participants); 

• Reducing the Cost of Care: Analytics for Improving 
Value in Health Care (59 participants); 

• The NDAA’s Impact on Quality and Access (98 
participants); 

• Better Health: The Promise and Reality of the 
Electronic Health Record (71 participants); 

• Applying Quality Improvement Modules in Navy 
Medicine/DHA (55 participants); and, 

• Case Studies: Using Patient Experience Data to 
Solve Problems and Improve Care (58 participants) 


Focusing on the top topics by participant affiliation: 

• Civil Service participation was greatest across all 
topics within the open sessions with classroom 
attendance per topic ranging from 29 to 64 civil 
servants. 

• Military participation was greatest for the Value 
in Health Care topic, with 32 Service members 
participating. Readiness had the second highest 
attendee count for Service members with 24 
participants. 

• Contractors attended all open session topics with 
attendee counts ranging from 10 to 26 per topic. 
Contractor counts do not include contractor webinar 
support staff. 
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Command Suite Sessions 

This was a continuing webinar series in FY 2018 building 
on the series development in FY 2017 and dedicated to 
certain members of the MTF Command Suites, empha¬ 
sizing analytics concepts intended to meet the following 
cultural objectives: 

• treating analytics as a shared endeavor between 
decision-makers and analysts; 

• conducting our organization in a manner consistent 
with High Reliability Organizations; 

• conducting our decision-making processes on honest 
appraisals based on our organization’s current needs; 
and 

• being effective in all aspects in the use of analytics. 


The Command Suite presentation sessions are offered 
specifically for command suite staff and their representa¬ 
tives; including: Commanding Officers (COs); Executive 
Officers (XOs); Command Master Chiefs (CMCs); Chief 
Medical Officers (CMOs); Chief Dental Officers (CDOs); 
Chief of Staff (COS); Director of Nursing Staff (DNS); and 
Directors of Resource Management (DRM) across medical 
and dental activities. 

Three hundred and thirty one (331) attendees participated 
in the BUMED Command Suite webinars through August 
2018. The attendance by position and division is presented 

in Figure 22. 


Figure 22. BUMED Command Suite Session Attendance , by Position and Region 


Position 

NME 

NMW 

NMETLC 

BUMED HQ 

mi 

CMDR 


3 



3 

CO 

40- 

33 

5 


78 

XO 

43 

IS 

12 


73 

CMC 

11 

11 

6 


28 

CMO 

14 

35 


1 

50 

CDO 


9 



9 

COS 

2 

5 



7 

CRM 

12 


2 


14 

DOS 

3 




3 

DFA 


1 



1 

DNS 

19 

12 



31 

D R M 


17 



17 

PCO 

1 




1 

PXO 

4 




4 

AC OS 


3 

3 


6 

ACMC 

2 




2 

ASEL 


1 



1 

AXO 

1 

1 



2 

Unknown 

1 




1 

Total 

153 

149 

28 

1 

331 


The position most represented was Commanding Officer acting and potential positions with 1 to 6 participants by 

(CO) with 78 participants. The lowest counts were for the position. 
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CEU Credit Availability 

In FY 2018 we had the opportunity to provide Continuing 
Medical Education and Continuing Nursing Education 
credits for webinars and Foundations in the Practice of 
Analytics classroom sessions. Accreditation was provided 
via the Navy Medicine Professional Development Center 
(NMPDC). 

Participants who attended these offerings were eligible to 
receive continuing education credits, including: 

• Continuing Medical Education (CME) credit 

• Continuing Nursing Education (CNE) credits 

• A certificate and the supporting documentation 
necessary to submit to a professional accrediting 
body to obtain other Continuing Education Units 
(CEUs). 

The number of credits offered for each educational activ¬ 
ity aligned with its length (one CME/CNE/CEU credit per 
hour). Credits and certificates were awarded after each 
activity, following registered attendees’ completion of an 
NMPDC activity evaluation. 

Conclusions 

FY 2018 has been thus far the most successful year for 
these education and training efforts in terms of number of 
courses and webinar provided, participation in the courses 
and the job role diversity in students. We have expanded 
the command suite groups that attend the Command Suite 
webinar tracks, added in the delivery of podcasts and 
greatly expanded continuing education credit offerings. 
As Navy Medicine’s leadership continues to address the 
challenges of managing a complex and changing mission 
focus and environment, the use of analytics to identify 
and address policy and process recommendations has 
become increasingly important. The courses and webinars 
offered as part of the BUMED Education and Training 
initiatives can be utilized for continuing analytics educa¬ 
tion to advance the to enhance their understanding of and 
capacity to apply analytics within Navy Medicine and the 
Services. 
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